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1 | INTRODUCTION

A systematic review by Makoul and Clayman has shown that there is a
certain amount of consensus regarding the “essential conditions” of
shared decision making (“SDM”) practices. Specifically, SDM involves
a description of the nature of the medical problem with physicians
offering treatment options and describing probable benefits and
potential harms. Accordingly, patients are required to understand
and reflect on the information provided by the physician and, in
return, they should communicate their values and preferences. Taking
into account the evidence provided by the patient, physicians are
required to present recommendations before the decision is exe-
cuted.! For the purposes of this paper, | will refer to this as a standard
account of SDM.

A number of medical ethicists and medical researchers have argued
that SDM is the right way to interpret the clinician-patient relationship
because it respects patient autonomy in decision-making contexts.?*
As James F. Childress has pointed out, bioethical accounts of auton-
omy have been dominated by the notion of “self-governance.” In
clinical decision-making contexts, this takes the form of a capacity to

make decisions for oneself based on one's own values, desires, and

According to many of its proponents, shared decision making (“SDM”) is the right way
to interpret the clinician-patient relationship because it respects patient autonomy in
decision-making contexts. In particular, medical ethicists have claimed that SDM
respects a patient's relational autonomy understood as a capacity that depends upon,
and can only be sustained by, interpersonal relationships as well as broader health
care and social conditions. This paper challenges that claim. By considering two pri-
mary approaches to relational autonomy, this paper argues that standard accounts
of SDM actually undermine patient autonomy. It also provides an overview of the
obligations generated by the principle of respect for relational autonomy that have
not been captured in standard accounts of SDM and which are necessary to ensure

consistency between clinical practice and respect for patient autonomy.

consent, medical decisions, recognition, relational autonomy, shared decision making, sovereignty

motives.® According to John Christman, traditional approaches to the
capacity for self-governance, having posited procedural criteria for per-
sonal autonomy, are bound up with the notion of individuality.® In
terms of clinical decision making, it is generally accepted that patients
must be competent such that they have the capacity to understand,
retain, and internally reflect on information relating to a specific deci-
sion.””? Patients must also fulfil authenticity conditions, which are
employed to ensure procedural independence and to stress the self-
endorsing nature of personal autonomy.® Traditional theories inspired
by the work of Harry Frankfurt tend to suggest that an individual has
satisfied the conditions for authenticity if the values, desires, and
motives that inform their decision have been self-endorsed through
a procedure of internal, critical reflection. In general, an individual
would not be procedurally independent with respect to their values,
desires, and motives if their endorsement of them had resulted from
self-deception, manipulation, or coercion.

In both contemporary philosophy and medical ethics, the concep-
tion of the procedurally independent, internally reflective, and self-
endorsing agent has been challenged. Revisionary approaches have
developed the idea that if there is such a thing as a self-governing

agent, then that agent, and their associated capacity for autonomy,
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must be viewed as fundamentally and irreducibly relational.X%-*®

Proponents of SDM have also distanced themselves from more indi-
vidualistic approaches to autonomy, arguing that the purpose of
SDM is not only to inform patients about viable options and encour-
age patients to achieve informed preferences, but to respect a
capacity of autonomy that is mutually dependent on interpersonal
relationships as well as broader health care and social conditions.***
For example, van Nistelrooij et al have argued that the process of
SDM “cannot dismiss the patient's relationality, but needs to seek a
way to consider what these relations mean for the patient's identity
and hence for his or her decision” (p. 643).*> Furthermore, this richer
account of respect for autonomy has been affirmed by those who
argue that SDM has been clinically motivated, in part, by the percep-
tion that it not only respects patient autonomy, but promotes it. Peter
Ubel, for example, claims that patient empowerment is an essential
feature of SDM.® Elsewhere, Lisa Dive has suggested that SDM calls
for processes that enhance a patient's capacity to be autonomous.'” In
order to justify claims such as these, proponents of SDM have invoked
relational conceptions of autonomy.*>18

Even though there may be other reasons that justify the require-
ments detailed in standard accounts of SDM, perhaps epistemic rea-
sons and/or reasons concerning the quality of patient experiences,

health outcomes, risk, and Iegislation,‘°”4'19’20

one of the challenges
facing health practitioners and policymakers is the implementation of
an account of SDM that is consistent with the principle of respect
for patient autonomy. In this respect, the problem is that standard
accounts of the requirements of SDM do not do justice to the princi-
ple of respect for relational autonomy. Following an overview of two
primary approaches to relational autonomy—procedural and substan-
tive—this paper articulates the conflict that, in principle, exists
between extant standard accounts of SDM and the principle of
respect for relational autonomy. As well as detailing the tensions,
the paper offers an overview of the obligations generated by respect
for relational autonomy that have not been captured by standard
accounts of SDM.

2 | ASKETCH OF RELATIONAL AUTONOMY
IN MEDICAL ETHICS

It has been claimed that individualistic accounts of autonomy in med-
ical ethics reduce the patient-physician relationship to another form of
paternalism.”> Such accounts not only demand that the physician
remain neutral when it comes to patient preferences but also imply
that the physician's role is merely to facilitate the provision of medi-
cally pertinent information. It has been suggested that such conditions
lead to patients feeling neglected.*>'* By contrast, expressivist and
pragmatic accounts of real discursive practices explain how an individ-
ual's ability to exercise their normative authority in making decisions
requires a dynamic structure of recognition between discursive part-
ners.?Y2® The point is that a single individual cannot determine
whether their decision is appropriate or correct. According to such

accounts, the appropriateness of an individual's decision can only be
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understood in light of the particular norms built into, and dependent
upon, our shared discursive practices. It follows that an individual's
commitments, and the decisions that express those commitments,
are made in the eyes of others.?* It is the responsibility of discursive
partners to recognize what the individual is committed to in order to
determine whether it is, in fact, appropriate or correct. On the basis
of this expressivist and pragmatic approach, clinical decision making
involves patients and physicians holding one another to account in a
recognitive game of commitment making, a game that is made explicit
by articulating decisions and giving reasons for such decisions. It fol-
lows that exercises of one's autonomy in clinical decisions depends
upon, and can only be sustained by, relations of interpersonal recogni-
tion.2> What emerges is a conception of autonomy that, as relational
theorists claim, takes into account the fact that our practical identities,
the values, desires, and motives that inform our decisions and the
decisions themselves are shaped in and by the broader context of
interpersonal, social relationships.262?

In general, relational approaches to autonomy can be categorized
either procedurally or substantively. Procedural approaches invoke both
competency and authenticity conditions as necessary for autonomy. If
a patient's commitments, and the claims that express those commit-
ments, are competent and authentic, then their decisions should
be respected. Proceduralists still, to a degree, affirm the model of
the reflective, self-endorsing individual. However, due to the fact the
one's decisions depend upon, and can only be sustained by, relations
of interpersonal recognition, proceduralists have moved away from
characterizing competency and authenticity exclusively in terms of
individual reflection, endorsement, and decision.

According to substantive accounts of autonomy, “moral constraints
are included in the articulation of autonomy either implicitly or explic-
itly” (p. 234).%° Depending on the specific approach one adopts, an
individual's social relations must be normatively acceptable and not
constitutive of subordination, subservience, and deference.®* Further-
more, the individual must commit to certain substantive ideals such as
independence, egalitarianism, and/or ownership.2>3°32 A physician
should recognize and respect a patient's decisions if and only if the
latter satisfies these sorts of conditions.*>3 No matter whether the
patient considers themselves to be able to exercise their autonomy
or whether their physician considers them to have normative author-
ity, the patient who fails to meet these conditions is unable to
genuinely exercise their relational autonomy.*® On that basis, one
could conclude that there is no autonomy-based obligation to allow
them to make a decision about what treatment they will or will not
receive. This conclusion, however, is undermined by the fact that, in
the context of real clinical decisions, respect for relational autonomy
cannot be considered independently of patient consent. Even if a
patient fails to satisfy the conditions for relational autonomy (in either
a procedural or a substantive sense), to treat them without their
consent is inconsistent with their rightful authority to permit or refuse
a treatment.

Just as a physician should respect the decisions of patients who
satisfy the necessary conditions of relational autonomy, the patient's

right to permit or refuse a particular treatment can also be grounded
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on the principle of respect for autonomy. However, it cannot be cap-
tured by the principle of respect for relational autonomy. Instead, it
invokes a patient's “legal capacity” the basis of which is a sphere of
autonomy referred to as the patient's sovereignty.>*3> Unlike relational
autonomy, sovereignty is a juristic concept supported by the tort of
battery.3*3¢ It follows that there is a distinction between a legal
capacity approach to autonomy and the relational capacity for self-
governance.>”%® The former concerns a patient's right to permit or
refuse treatment and is consistent with settled legal principle, specifi-
cally, the principle that lawful reason is required before it is permissi-
ble to breach a person's bodily integrity (p. 405).3? Although respect
for a patient's relational autonomy cannot be considered apart from
their sovereignty-based legal capacity (Figure 1), violations of a
patient's sovereignty are wrong for a different reason; specifically,
such violations are considered in law to be trespasses upon the body
of that person without consent as opposed to specific interferences

that affect a patient's relational capacity to make decisions (p. 27).3¢

3 | DOES SDM RESPECT PROCEDURAL
APPROACHES TO RELATIONAL AUTONOMY?

This section seeks to determine the extent to which standard accounts
of SDM respect a patient's relational autonomy when it is conceived
procedurally. To recap, Makoul and Clayman claim that, in SDM, phy-
sicians should offer options, describe their effectiveness, probable

elnvokes competency and
authenticity conditions shaped by
interpersonal relations

olf competency and authenticity
conditions are satisfied, decisions
should be respected

eViolations are interferences with
competency and authenticity
conditions

Proceduralist
Relational
Autonomy

elnvokes a patient’s legal capacity

olf a patient has mental capacity,
then they have the right to permit
or refuse a treatment

eViolations are trespasses upon the
body without consent

Sovereignty

elnvokes independently-valid
values and reciprocal recogntive
social relations

oIf value conditions and social
conditions are met, decisions
should be respected

eViolations are failures to treat the
patient in a normatively
acceptable way and failures to
promote patient autonomy

Substantivist
Relational
Autonomy

elnvokes a patient’s legal capacity

olf a patient has mental capacity,
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body without consent
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FIGURE 1 Procedural and substantive approaches to relational
autonomy and their relationship to sovereignty
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benefits and potential harms, take into account a patient's values
and attitudes, present their recommendations and encourage the
patient to communicate their preferences. Despite the fact that there
is general consensus regarding the conditions that constitute the
decision-making process, there is no agreement about who should
make the culminating decision in SDM contexts. For certain propo-
nents, a necessary condition of SDM is a voluntary patient deci-
sion. #1416 A second approach is equally explicit: the decision itself is
shared and consists of mutual agreement.2®%%41 A third approach
considers the final decision to be the responsibility of the physician.*?
Many accounts, however, do not even discuss the question of deci-
sional responsibility. The answer to this question is vital where respect
for relational autonomy is concerned.

From a procedural perspective, recognition of a patient's norma-
tive authority to make decisions requires a physician to allow the
patient to make a decision about what treatment they will or will
not receive. In order to recognize a patient's normative authority,
a physician cannot manipulate or coerce a patient into making a
decision that the physician believes is in the patient's best interests.
Consequently, any information that the physician provides should
not undermine the authenticity of the patient's decision as a result
of either the content of that information or the way it is presented.
Furthermore, so long as a patient—according to standard accounts
of competency in medical ethics—understands the information
provided, retains it, reflects on it, and makes a decision in the light
of it, the physician is required to respect that decision even if the
patient does not choose wisely. The point is that if a patient's
decision is overruled in order to achieve mutual agreement, if it is
precluded on the basis that proponents of SDM demand that
the culminating decision is the physician's responsibility or if
proponents demand that patients should merely communicate
informed preferences (without specifically mentioning the patient's
right to permit or refuse treatment), then SDM threatens relational
autonomy.

As detailed above, respect for relational autonomy cannot be con-
sidered separately from autonomy-based considerations regarding
patient consent. In order to avoid violations of sovereignty-based
legal capacity, the information that needs to be disclosed by the
physician is broadly in line with what is required by English law to
avoid the tort of battery (p. 394).3* Specifically, the supplied or with-
held information should not coerce or manipulate the patient. It
should not undermine the voluntariness of their decision. Further-
more, the patient must know what the proposed treatments involve
in relation to bodily trespass. However, where respect for a patient's
sovereignty-based legal capacity is exclusively concerned, the condi-
tions for autonomy do not require a physician to describe the effec-
tiveness, probable benefits, and potential harms of the proposed
treatment(s) in order to avoid the tort of battery. For example, in a
case where a physician is aware that a patient does not want to
continue taking sertraline for their depression, having continuously
experienced side effects of diarrhoea, nausea, vomiting, and head-
aches, SDM would require the physician to disclose information

about the side effects of viable alternatives even if the patient has
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not explicitly requested such information. However, the reasons for
providing this sort of information cannot be captured by the principle
of respect for sovereignty. It has been demonstrated that when it
comes to case law, for example, reasons for the disclosure of benefits
and harms have been dealt with by the law of negligence rather than
battery (pp. 533-535).4%

The problem is that the disclosure of material risks inherent in a
medical intervention or treatment can come at the expense of auton-
omy as a relational capacity.*® If an understanding of benefits and risks
is to inform a patient's choice, then, in order to support the compe-
tency conditions necessary for the exercise of relational autonomy, it
seems that the physician is obliged to provide information regarding
the benefits and harms of the available options. However, if a patient
suggests that they wish to make a decision based on other values, if
they provide reasons for their treatment decision that express these
other values or if they ask for details of probable benefits and poten-
tial harms to be withheld, then a physician would not be obligated to
provide those details even if the absence of such information results
in a less informed decision (p. 718).** This may seem problematic to
proponents of SDM. For example, in the case of colorectal cancer
screening, there are five different options for screening modality as
well as the option of no screening. Time wise, a physician cannot pro-
vide all possible information on all types of modalities as well as the
option of no screening. In order to operate within reasonable time
constraints and satisfy what they believe to be in the patient's best
interests, the physician might decide to focus the decision on the
material risks of the six different options. The point is that whereas
proponents of SDM claim that a patient should reflect on the benefits
and harms of the proposed treatment options in order to communi-
cate their preferences, the competency conditions for a procedural
conception of relational autonomy do not require a generally compe-
tent patient to base their decision on the potential harms and
purported benefits of the available options. It is up to the patient
which values, desires, and motives inform their decision. Conse-
quently, where respect for relational autonomy and sovereignty are
exclusively concerned, there is no autonomy-based requirement to pro-
vide more than the information needed to avoid violating the law of
battery unless the patient asks for such information or the reasons
for their preferences indicate that they value such information. If a
physician insists on providing information on material risks rather than,
or in addition to, the information the competent patient has either
requested or valued in the giving of reasons, then, from a purely
autonomy perspective, the physician would be interfering with their
decision by choosing the information on which the patient should base
their decision.

When autonomy is conceived as relational autonomy in a proce-
dural sense, there are specific obligations that are not included in
standard accounts of SDM. A failure to fulfil these obligations
will, in principle, undermine relational autonomy. Firstly, on the
basis that a patient's decisions and the reasons that justify those
decisions depend upon, and can only be sustained by, interpersonal
recognitive relationships, a patient is required to reflect on, and

respond appropriately to, the decisions and reasons given by those
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who will be affected by the decision.®® Certain treatments will
require the patient-physician relationship to be expanded to include
other individuals, typically, the patient's immediate family. For exam-
ple, if an elderly patient decides that they want to receive family-led
end of life care at home, then they will be required to recognize and
respond appropriately to the family's commitments and reasons. To
do otherwise would be to disrespect the relational autonomy of
their family.

Secondly, as well as providing a patient with viable options and
the information necessary to avoid the tort of battery, a physician
is obligated to respond to requests for specific information from
the patient's family if it is likely to be affected by the decision. Fur-
thermore, respect for the patient's relational autonomy generates a
requirement for the physician to reflect on, and respond appropri-
ately to, the family's decisions and reasons. However, this does not
mean that a physician has to agree with these commitments
just as a physician is not required to agree with the patient's deci-
sion (so long as they respect it).

Thirdly, in cases where a patient fails to satisfy the necessary
competency and authenticity conditions to exercise their relational
autonomy, there is no procedurally conceived, autonomy-based
reason for the physician to base their recommendations and decision
on the patient's values and preferences. In such circumstances,
the physician might just as readily decide to follow the appropriate
commitments made, and reasons given, by the patient's family.
So long as the physician's commitments and reasons are appropriate
and so long as the patient has not fulfilled the necessary procedural
conditions, respect for relational autonomy does not generate a
requirement for the physician to base their decision on the patient's
values and preferences. Furthermore, if a generally competent
patient is unable to competently and authentically make a decision
about viable treatment options, respect for relational autonomy does
not require a physician to promote the patient's relational autonomy.
However, as we have already observed, the physician is required to
allow the patient to permit or refuse a specific treatment on the

grounds of the latter's sovereignty.

4 | DOES SDM RESPECT SUBSTANTIVE
APPROACHES TO RELATIONAL AUTONOMY?

Catriona Mackenzie argues that there might be good reason to doubt
a patient's normative authority to make decisions (pp. 518-519).2° For
example, illness, internalized oppression, stigmatization, and previous
encounters with overly paternalistic or demeaning health care prac-
tices can all affect a patient's values and commitments such that
respecting their decision would not be consistent with respecting their
relational autonomy. The key point for Mackenzie is that if a patient is
not recognized as a normative equal in the eyes of those who are hold-
ing the patient's decisions to account and if that patient does not rec-
ognize themselves as a normative equal in clinical decision-making
contexts and broader social situations, then the capacities and

recognitive attitudes necessary for autonomy will be undermined
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(pp. 529-530).2° For example, as a result of being in an abusive rela-
tionship, a patient may not perceive themselves as having the author-
ity to make commitments. In another case, a patient may base their
decision solely on what they believe would appease their family rather
than on their own values and desires. In short, interpersonal relation-
ships can undermine one's ability to recognize one's normative author-
ity, one's recognition of which values, desires, and motives inform
one's commitments and one's ability to recognize one's commitments
as meaningful, worthwhile, and valuable.?

For Mackenzie, where there is reason to believe that interpersonal
relationships and social structures have impaired or undermined a
patient's normative authority, “respect for autonomy involves an obli-
gation to promote autonomy” (p. 514).2° Such a position is consistent
with the approach adopted by proponents of SDM who claim that
clinical decision-making processes are meant to promote patient
autonomy.*1428 |t follows that if the promotion of a patient's auton-
omy is a necessary condition of SDM, then the only conception of
autonomy that is applicable to SDM contexts is a substantive one.
There is, however, a fundamental conflict between the obligations
required to respect relational autonomy and the standards of SDM.

SDM is considered to be an extension of informed consent, one
that, nevertheless, does not supersede the obligations of informed
consent.? If we refer to sections 2(1) and 3(1) of the Mental Capacity
Act 2005, we see that the standards of informed consent operate on
the presumption that adult patients have mental capacity and are
thereby able to understand, retain, and use relevant information. It
follows that SDM operates on the same presumption. By contrast,
substantive approaches to relational autonomy do not presume that
patients who are of age have the normative authority to make deci-
sions for themselves. In fact, substantivists reverse this assumption.
Mackenzie, for example, argues that every decision-making situation
“involves an obligation not just to understand but to try to shift [the
patient's] perspective and to promote her capacities for autonomy”
(p. 528).2° Otherwise, decision-making processes would lack “care
and sensitivity on the part of the treating healthcare professionals”
and “give rise to paternalistic attitudes on the part of medical staff
and a sense on the part of patients that they are being coerced” (p.
528).%

This reversal of the standard medical decision-making assumption
results in a situation whereby the requirements of SDM undermine
substantive relational autonomy. Firstly, as we have already seen,
standard accounts of SDM require a physician to describe the pur-
ported benefits and potential harms of viable treatment options in line
with requirements of informed consent. By contrast, if an assessment
of a patient's normative authority leads us to doubt that they have the
necessary capacity and recognitive attitudes to exercise their rela-
tional autonomy, then respect for relational autonomy in itself does
not require the physician to describe their material risks. Conse-
quently, unlike SDM, which operates according to statutory require-
ments of informed consent, there is no corresponding substantive
reason for a physician to supply information on material risks unless
a patient requests such information having satisfied the substantive

conditions needed to genuinely exercise their autonomy. Bearing in
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mind that respect for autonomy as a relational capacity cannot be con-
sidered separately from a patient's sovereignty, all that is required for
the physician to avoid violating the tort of battery is to ensure that the
supplied or withheld information does not undermine the voluntari-
ness of the patient's decision and to ensure that the patient is aware
of what the proposed treatments involve in relation to bodily trespass.

Secondly, whereas proponents of SDM claim that a patient should
be encouraged to reflect on the options and the associated benefits
and harms so that they can communicate their preferences, respect
for a substantive approach to relational autonomy generates this
requirement only when the patient wishes to base their decision on
these specific details and when their autonomy is deemed to be
uncompromized.

Following Mackenzie's argument, if a physician described the pur-
ported benefits and potential harms of viable treatment options and
insisted a patient communicate their preferences based on these
details in line with requirements of standard informed consent based
on the statutory presumption that patients of age are competent, then
a substantively nonautonomous patient is likely to feel that the physi-
cian is being coercive. This further impairs or undermines a patient's
normative authority to make decisions for themselves thereby failing
to respect their relational autonomy.?®

Finally, as we observed, the primary concern of substantivists is to
promote an individual's relational autonomy rather than merely take
account of preferences and respect decisions. In health care contexts,
if it is reasonable to doubt a patient's normative authority, then a phy-
sician is required to assist the patient with revising their perspective in
order to achieve the necessary self-recognitive relationship.2> As we
saw with procedural approaches to relational autonomy, this obliga-
tion generates additional requirements not included in standard
accounts of SDM. For example, Mackenzie claims that this shift in
perspective involves a physician, family, and friends attempting to
counter a sense of personal worthlessness, to promote a sense of
self-respect, to assist with finding reasons for living, and to envisage
a possible future in which the patient would find a life meaningful
(p. 528).2° Regardless of the exact means for bringing about such a
shift in perspective in a normatively acceptable way, Mackenzie
observes that if obligations like these are not enacted by the care
team and the patient's wider network of relations, then paternalistic
attitudes are likely to arise thereby further impairing the patient's
capacity to genuinely exercise their autonomy (p. 528).2° If we follow
Mackenzie's argument, and on the basis that standard accounts of
SDM do not capture these sorts of substantive requirements, SDM,
as it tends to be described, operates at the expense of the patient's

relational autonomy.

5 | CONCLUSION

Proponents of SDM have claimed that one of the primary motivations
for adopting the practice in clinical contexts is to satisfy the ethical
imperative of respecting patient autonomy. One of the challenges fac-

ing health practitioners and policymakers is the implementation of an
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account of SDM that is consistent with the principle of respect for
patient autonomy. If autonomy is conceived relationally, as propo-
nents of SDM have suggested, then standard accounts of SDM con-
flict with the obligations generated by the principle of respect for
relational autonomy. On the one hand, when we consider autonomy
in a procedural sense, the disclosure of material risks, benefits, and
harms of treatment options can come at the expense of patient auton-
omy. On the other, adhering to standard accounts of SDM will,
according to substantivists, not only fail to promote patient autonomy,
but further undermine or impair a patient's capacity to genuinely exer-
cise their relational autonomy. As well as detailing and justifying these
claims, this paper has offered an overview of the kinds of obligations
generated by the principle of respect for procedural and substantive
relational autonomy that have not been captured by standard
accounts of SDM. If SDM s to respect patient autonomy, then it is
necessary that proponents revise the requirements of SDM accord-
ingly in order to ensure consistency with the standards of relational

autonomy.
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